Objective: Veterans with posttraumatic stress disorder (PTSD) often experience difficulties with social reintegration after deployment. Experiential avoidance, the tendency to avoid unwanted thoughts, feelings, and bodily sensations (including in response to interactions with others) may be a key factor that explains the association between PTSD symptoms and postdeployment social support. The present study evaluated whether experiential avoidance mediates the association between PTSD symptoms and perceptions of postdeployment social support. Method: Veterans (n ϭ 145) who served in support of the conflicts in Iraq and Afghanistan were enrolled in a study evaluating returning veterans' experiences. Participants were evaluated at an initial baseline assessment and 8-months later. Participants completed the lifetime Clinician Administered PTSD Scale and the Acceptance and Action Questionnaire-II at baseline, as well as the Deployment Risk and Resilience Inventory-Post Deployment Social Support Questionnaire at the 8-month assessment. Results: Baseline experiential avoidance mediated the association between lifetime PTSD symptoms and 8-month social support. Conclusions: Experiential avoidance may be an important target for treatment to improve long-term functional recovery and reintegration.
A considerable number of the veterans returning from the conflicts in Iraq and Afghanistan develop posttraumatic stress disorder (PTSD; Dursa, Reinhard, Barth, & Schneiderman, 2014; Fulton et al., 2015) with prevalence rates ranging from 17 to 23% (Fulton et al., 2015; Hoge et al., 2004; Seal et al., 2009 ). Veterans diagnosed with PTSD often have substantial interpersonal problems and low perceived social support from family, partners, and peers. These difficulties result in poor social reintegration, in turn permeating all aspects of their functioning (Price, Gros, Strachan, Ruggiero, & Acierno, 2013) including being associated with greater suicidal ideation (DeBeer, Kimbrel, Meyer, Gulliver, & Morissette, 2014) . Such problems appear to emerge rapidly, with one study indicating that veterans demonstrate a fourfold increase in rates of selfreported interpersonal conflict within 6 months of returning from deployment (Milliken, Auchterlonie, & Hoge, 2007) . Extensive evidence documents that military veterans with PTSD demonstrate higher levels of marital stress, relationship abuse, difficulties with intimacy, and more parenting problems (Beckham, Feldman, Kirby, Hertzberg, & Moore, 1997; Cohen, Zerach, & Solomon, 2011; MacDonald, Chamberlain, Long, & Flett, 1999; Solomon, Dekel, & Zerach, 2008) . Thus, identifying mechanisms that influence the link between PTSD symptoms and perceived social support is important for promoting meaningful recovery.
Low social support is a key factor related to poor physical health, emotional functioning, clinical outcomes, and increased mortality risk across a broad range of mental and physical health problems (Holt-Lunstad, Smith, & Layton, 2010; Karelina, & DeVries, 2011; Prins et al., 2011) . Low social support is an important risk factor for PTSD in veterans and civilians (Brewin, Andrews, & Valentine, 2000; Ozer, Best, Lipsey, & Weiss, 2003; Xue et al., 2015) , with a weighted effect size of r ϭ .28 in one meta-analysis (Ozer et al., 2003) and an odds ratio (OR) of 2.70 (OR ϭ 0.37 if reversed and social support was seen as a protective factor) in another meta-analysis (Xue et al., 2015) . According to the erosion model of social support in PTSD postulated by King and colleagues (2006) , PTSD symptoms lead to a reduction in social support because of interpersonal difficulties, irritability, feelings of detachment from others, and avoidance of social situations (King et al., 2006) . In veterans, PTSD symptoms are also associated with erosion of perceived interpersonal resources from social supports, particularly nonveterans (Laffaye, Cavella, Drescher, & Rosen, 2008) . However, there may be potential mediating factors that account for why some people with PTSD develop more interpersonal difficulties than others. One such mechanism may be experiential avoidance.
Avoidance of social contact among people experiencing symptoms of PTSD may be conceptualized as experiential avoidance within psychological flexibility theory (Bond et al., 2011; Gerhart, Baker, Hoerger, & Ronan, 2014) . Experiential avoidance is the tendency to avoid unwanted thoughts, feelings, and bodily sensations, including those experienced in response to interacting with others (Bond et al., 2011; Hayes, Strosahl, & Wilson, 2012) . Psychological flexibility theory maintains that experiential avoidance interferes with living a life consistent with one's values (Hayes et al., 2012) , which, for many people, includes maintaining relationships with family, partners, friends, peers, and others (Gerhart et al., 2014) . Thus, within the erosion model of social support in PTSD (King et al., 2006; Shallcross, Arbisi, Polusny, Kramer, & Erbes, 2016) , experiential avoidance may play a key role in mediating the association between PTSD symptoms and social support after deployment. For instance, veterans with PTSD who perceive others as threatening may withdraw to avoid the anxiety they experience when interacting with others, including others who may be sources of social support (Gerhart et al., 2014) . Veterans with PTSD who experience anger and irritability in social situations, perhaps triggered by perceptions of others or of social environments as threatening, frequently act aggressively to control or avoid the perceived threat (i.e., another form of experiential avoidance; Gardner & Moore, 2008) , leading to further decline in support over time. Relatedly, many veterans who have made angry outbursts toward others report that they fear having future outbursts and avoid social situations to reduce their likelihood.
The few published data available from cross-sectional studies provide support for the role of experiential avoidance in the association between PTSD and social support. Experiential avoidance is associated with both PTSD symptom severity and social support in a prior cross-sectional analysis using the same sample of Iraq and Afghanistan veterans as the current study (Meyer, Morissette, Kimbrel, Kruse, & Gulliver, 2013) . Further, Iraq and Afghanistan veterans who screened positive for PTSD were significantly more likely to report emotional hiding, defined as efforts to avoid talking about their problems and emotions with social supports, compared with veterans who did not screen positive for PTSD (Duax, Bohnert, Rauch, & Defever, 2014) . Finally, social avoidance mediated the association between PTSD and partner satisfaction in Iraq and Afghanistan war veterans (Tsai, HarpazRotem, Pietrzak, & Southwick, 2012) . However, to our knowledge, no published study has evaluated whether experiential avoidance mediates the association between PTSD symptom severity and level of perceived social support within the context of a longitudinal design.
The present study evaluated whether experiential avoidance mediated the association between PTSD symptom severity and social support in veterans who served in support of the conflicts in Iraq and Afghanistan and postdeployment social support. It was hypothesized that baseline experiential avoidance would mediate the association between lifetime PTSD symptom severity (i.e., during the worst month identified by veterans related to their most traumatic event) and perceived social support 8 months after the baseline assessment.
Method Participants
Veterans who served in support of the conflicts in Iraq and Afghanistan (N ϭ 145) were recruited to participate in a longitudinal study that examined postdeployment readjustment. Participants were recruited via a variety of channels including in-service presentations to veterans administration (VA) staff (e.g., primary care, mental health, and Operation Enduring Freedom/Operation Iraqi Freedom [OEF/OIF] program), advertisements at recruitment sites and veterans' service organizations, and letters mailed to potentially eligible veterans residing in the local area. Participants were eligible for the study if they were: (a) enrolled in the local VA health care system (though not necessarily receiving treatment); (b) able to provide informed consent; and (c) able to complete the full assessment battery. Participants were excluded from the study if they: (a) had a diagnosis of bipolar or psychotic disorder; (b) recently began (i.e., had not reached stabilization) psychiatric medications or psychotherapy; (c) were in suicidal or homicidal crisis; or (d) planning to move out of the area within 4 months of the start of the study. As functioning was the primary outcome, veterans who had recently started medication or therapy were excluded because medications may influence functional outcomes over time. A phone screen assessed initial study eligibility. In addition, our recruitment strategy involved oversampling for veterans experiencing PTSD and other trauma-related mental health challenges. Veteran names were pulled from the medical record if they (a) had a prior mental health appointment; (b) had a previous diagnosis of PTSD; (c) had a previous diagnosis of depression; and (d) had a mental health disorder in their medical record other than schizophrenia or bipolar disorder. Targeted mailings that provided information about the study were sent to random samplings of individuals from this list. Of the 145 participants enrolled, 15 were ruled ineligible resulting in a final sample of 130 eligible participants. Although suicidal or homicidal crisis was an exclusion criterion for ethical reasons, none of the participants were excluded based for this reason.
The majority of the sample was male (85.4%), with a mean age of 37.8 years (SD ϭ 10.6). Of the total sample, 26.6% identified as of Hispanic ethnicity. In terms of race, 64.6% identified as White, 18.9%, as African American, 2.4% as American Indian/Alaska Native, 3.9% as Asian American, .8% as Hawaiian/Pacific Islander, and 9.4% as "Other" (categories were not mutually exclusive). On average, participants reported an average education level of 14.1 years (SD ϭ 2.5 years). Most had served in the Army (82.0%), while 4.7% served in the Air Force, 8.6% in the Marine Corps, and 6.3% in the Navy (categories were not mutually exclusive). Participants deployed an average of 2.17 times (SD ϭ 1.26, range 1-7), and had returned from their most recent deployment an average of 3.46 years (SD ϭ 2.12) before the baseline assessment.
Measures
Diagnostic interview. The Mini International Neuropsychiatric Interview (MINI; Sheehan et al., 1998 ) is a diagnostic assessment for Axis I disorders that is administered by a clinician. The bipolar and psychosis portions of the MINI were used to screen for exclusionary criteria.
Demographic information. A demographic form created for the study assessed relevant participant characteristics, including age, gender, race and ethnicity, relationship status, education, and military service characteristics.
PTSD symptoms. The Clinician Administered PTSD Scale for Diagnostic and Statistical Manual for Mental Disorders (CAPS; Blake et al., 1995) is a clinician administered, semistructured diagnostic interview that assesses PTSD symptoms. Within the present research, the CAPS interview assessed responses to traumatic events related to a warzone deployment. Participants were administered a checklist of traumatic events commonly experienced in a warzone followed by clinician-guided discussion of the three worst events the participant experienced during their deployment. Then, the clinician and participant discussed which of these events was their worst traumatic event and the CAPS was administered using this event. PTSD symptoms were assessed for the past 30 days and during the month when participants identified symptoms as being most severe (i.e., lifetime worst month). Lifetime worst symptom level was used in the hypothesized mediational model to reflect the chronology among PTSD symptoms, the mediator, and the outcome. The CAPS produces both a continuous symptom severity score and a categorical PTSD diagnosis. Internal consistency in the current study was .96 for lifetime worst month symptoms and .96 for the baseline symptoms.
Experiential avoidance. The Acceptance and Action Questionnaire-II (AAQ-II; Bond et al., 2011 ) was used to assess experiential avoidance and psychological inflexibility. The AAQ-II is a self-report measure consisting of 7-items and uses a 7-point Likert scale from 1 (never true) to 7 (always true). Examples of items from this scale include "My painful experiences and memories make it difficult for me to live a life that I would value," and "I'm afraid of my feelings." Higher scores on the AAQ-II indicate higher levels of experiential avoidance. Internal consistency in the current study was .94.
Social support. The Deployment Risk and Resilience Inventory (DRRI) is a collection of scales that assess deployment risk and resilience factors. The scales are also designed to be used individually (King et al., 2006; Vogt, Proctor, King, King, & Vasterling, 2008) . The postdeployment social support (PDSS) subscale of the DRRI was used to assess perceived social support. The PDSS includes 15 items rated on a scale from 1 (strongly disagree) to 5 (strongly agree). Item examples include "Among my friends or relatives there is someone who makes me feel better when I am feeling down" and "there are people to whom I can talk about my deployment experiences" Internal consistency for the PDSS was 0.84.
Procedures
The local Institutional Review Board reviewed and approved all study procedures before the start of the research. After the initial telephone screening, veterans deemed initially eligible were scheduled for an in-person assessment. Written informed consent was obtained at the baseline assessment and final eligibility confirmed. During the appointment, veterans completed a clinical interview to assess PTSD symptoms and filled out self-report measures assessing basic demographic information, experiential avoidance, and social support.
Masters and doctoral-level interviewers underwent a series of stepped training procedures before conducting interviews independently. Procedures were as follows: (a) Observe one interview with a trained interviewer and attempt to match on diagnoses; (b) Listen to audio recordings of previous baseline interviews and match on diagnoses and Ϯ5 points on the CAPS total severity score for a minimum of three interviews; (c) Conduct a joint interview with a trained interviewer and match on diagnoses for at least one interview; (d) Conduct at least two interviews independently while being observed by a trained interviewer and match on diagnoses and CAPS total severity score within Ϯ5 points. We added this information to the Measures section of the article discussing the CAPS.
As part of determining whether individuals met diagnostic criteria for PTSD, individual symptoms from the CAPS were reviewed by a doctoral level clinician to reach consensus on symptom ratings. Both individual symptoms and symptom clusters that were barely missed or barely met threshold were reviewed, along with additional symptoms as needed based upon the judgment of the interviewer or head of the review team.
Following the baseline interview, participants were mailed selfreport questionnaires 8 months later and returned them using a self-addressed stamped envelope. Of the total sample, 90.8% of participants were retained at the 8-month follow-up. Participants who did not complete the 8-month did not differ significantly from those who did complete 8-month on any of the following variables at baseline: gender, F(2, 127) 
Data Analytic Plan
The Preacher and Hayes (2008) method of mediation with bootstrapping was used to test the mediational model using 1,000 bootstrapped samples. This type of mediational analysis relies on nonparametric bootstrapping, which produces an approximate sampling distribution. This analysis provides point estimates and also 95% confidence intervals (CIs) for the indirect effects. The model is considered significant if 0 does not fall in the 95% bias corrected and accelerated CIs for the indirect effect (Hayes, 2013; Preacher & Hayes, 2004; Preacher, Rucker, & Hayes, 2007) . Several covariates were selected to be included in the model: gender, age, education, and time between last deployment. We controlled for gender, age and education, as there are differences in these demographic factors in those diagnosed with PTSD (Dirkzwager, Bramsen, & van der Ploeg, 2005; Ditlevsen & Elklit, 2010; Meyer et al., in press ).
Results

Descriptive Statistics and Bivariate Correlations
Means and SDs for study measures are included in Table 1 . A significant portion (n ϭ 50) of the 130 veterans met criteria for PTSD in the past 30 days and over half (72/130) met criteria for PTSD during their lifetime worst month. On average, lifetime worst month was 4.75 years before the baseline assessment interview (SD ϭ 2.55). All measures, including baseline and lifetime PTSD severity, experiential avoidance, and perceived postdeployment social support were significantly correlated (all ps Ͻ .01; see Table 1 ).
Mediation Analyses
Nonparametric bootstrapping was used to test the mediation model (see Figure 1 ). Baseline experiential avoidance was examined as a mediator in the association between lifetime worst PTSD symptoms and 8-month social support. Covariates included demographic variables of gender, age, and education. Education was a significant predictor in the model, point estimate (PE) ϭ .0558, SE ϭ .0244, p ϭ .03, as was time since last deployment PE ϭ .0057, SE ϭ .0024, p ϭ .02; however, other demographic factors were not significant (gender: PE ϭ Ϫ.0912, SE ϭ .1602, p ϭ .57, age: PE ϭ Ϫ.0065, SE ϭ .0059, p ϭ .27). The direct effect of lifetime worst month PTSD symptoms on baseline experiential avoidance was PE ϭ .0258, SE ϭ .0038, p Ͻ .001, and the direct effect of baseline experiential avoidance on 8-month social support was PE ϭ Ϫ.2091, SE ϭ .0445, p Ͻ .001. Baseline experiential avoidance mediated the association between lifetime worst month PTSD symptoms and 8-month social support (indirect effect ϭ Ϫ.0054, SE ϭ .0013, 95% CI [Ϫ.0082, Ϫ.0030]), such that increased PTSD symptoms predicted increased experiential avoidance, which, in turn predicted lower perceived social support. The indirect effect is significantly different from 0 at p Ͻ .05, as the 95% CI did not contain 0.
Discussion
Results indicated that experiential avoidance is a significant mediator between PTSD symptoms and perceived postdeployment social support. These results support the erosion model of social support demonstrating that loss of social support could be a consequence of PTSD (King et al., 2006; Shallcross et al., 2016) . In addition, psychological flexibility theory adds to our understanding of these relations based on the erosion model by suggesting that experiential avoidance may be a key mechanism that links PTSD symptoms and social support (Gerhart et al., 2014) . These findings also further support literature linking experiential avoidance to interpersonal difficulties for veterans who served in support of the conflicts in Iraq and Afghanistan. For instance, Reddy and colleagues (2011) showed that for both male and female veterans, higher levels of experiential avoidance are associated with decreases in relationship adjustment. In addition, for male veterans, higher levels of experiential avoidance were also associated with increases in physical aggression perpetration and victimization. However, the present study was the first to demonstrate the mediational links between PTSD symptoms, experiential avoidance, and levels of postdeployment social support. The research literature also shows that social support may have a buffering effect for veterans who have been deployed (Cohen & Wills, 1985) . Higher levels of social support (i.e., partner, military leadership, neighbor; not specific to any time period) are associated with better postdeployment adjustment, regardless of the degree or amount of negative deployment experiences (Welsh, Olson, Perkins, Travis, & Ormsby, 2015) . Social support of this type has also been shown to moderate the impact of negative deployment experiences on depressive symptoms, with low levels of support (i.e., partner, neighbor) associated with more postdeployment depressive symptoms compared with those with higher levels of social support (Welsh et al., 2015) . Underscoring the importance of this buffering effect, social support moderates the association between PTSD and depressive symptoms and suicidal ideation (DeBeer et al., 2014) . Lower experiential avoidance likely facilitates the ability to maintain social support while managing negative deployment experiences and may protect veterans from developing more severe symptoms and other negative outcomes. Future research should evaluate the role of experiential avoidance within such a buffering context. There is also some evidence suggesting that the link between mental health symptoms and social support may be bidirectional (Gerhart et al., 2014) . The current findings suggest that experiential avoidance may influence such a relationship, and additional research examining these relations is warranted.
The results of the present study suggest that experiential avoidance could be an important treatment target for returning veterans experiencing PTSD symptoms, particularly in terms of improving social outcomes. In a prior study (Meyer et al., 2013) , we found that the association between experiential avoidance and PTSD symptom severity was broader than that accounted for by avoidance of internal and external reminders of the trauma. This association between experiential avoidance and PTSD symptoms likely includes avoidance of a broad range of unwanted cognitions and emotions in social contexts leading to deterioration of relationships. While targeting avoidance of trauma cues is a core facet of many approaches to treating PTSD, it is possible that targeting experiential avoidance more broadly may yield additional benefits. Contemporary contextual behavioral treatments such as Acceptance and Commitment Therapy (ACT; Hayes et al., 2012) directly target experiential avoidance. There is empirical support for such interventions in treating a number of mental and physical health problems with which PTSD frequently co-occurs (Arch, Eifert, Davies, Vilardaga, Rose, & Craske, 2012; Forman, Herbert, Moitra, Yeomans, & Geller, 2007; Gratz & Gunderson, 2006; Vowles & McCracken, 2008; Walser, Garvert, Karlin, Trockel, Ryu, & Taylor, 2015) , but research is ongoing to determine its efficacy for the treatment of PTSD (e.g., Hermann, Meyer, Schnurr, Batten, & Walser, in press) . Interventions that incorporate approaches within the contextual behavioral framework could help veterans with PTSD to accept negative thoughts and emotions associated with interpersonal interactions, pursue life goals consistent with their values (e.g., intimacy, love, and friendship), and become more psychologically flexible overall. Future research should evaluate whether treatment for veterans with PTSD focusing on reducing experiential avoidance in social contexts may result in improved social support and social functioning for these veterans.
Several limitations should be considered when interpreting the current findings. First, returning veterans included in this sample were mostly male, White, and enrolled in VA health care. Therefore, the current findings may not apply to other populations. Second, although the CAPS is often considered a gold standard PTSD assessment, ratings of lifetime PTSD symptom severity were based on retrospective self-report. Our measure of experiential avoidance, the AAQ-II measures the general tendency to engage in experiential avoidance. Therefore, we are not aware of the specific tendency for individuals in the present study to avoid interpersonal or trauma-related experiences. In addition, we do not have information specifically on participants' predeployment experiential avoidance or predeployment social support, and whether their experience of trauma changed their tendency to avoid traumarelated or interpersonal experiences. Individuals high in experiential avoidance may also be more likely to develop PTSD and poor social support. Future longitudinal studies that have the opportunity to include measures before deployment may be able to provide more important information about these associations. The study also had several notable strengths, including its longitudinal design, its inclusion of well-validated measures, and its use of bootstrapping to test the hypothesized mediational model.
In conclusion, experiential avoidance appears to be an important mediator between PTSD symptoms and levels of perceived social support after deployment for Iraq and Afghanistan war veterans. Further research on interventions that target experiential avoidance in veterans may help improve levels of social support and the overall social reintegration of veterans with PTSD.
